**Dear editor**

We read the recently published and well-designed study of Uchmanowicz et al which suggests that multidimensional assessment of the frailty syndrome (FS) in subjects with heart failure (HF) is very important.[@b1-cia-10-1409] The authors investigated the association between the dimensions of FS and self-care ability in elderly chronic HF patients. Their findings indicate that only social components of frailty adversely affect the ability to self-care. Their study is especially important regarding two aspects. Firstly, there are limited studies regarding FS in elderly HF patients. Secondly, most commonly used frailty instruments focus on physical components of frailty and overlook psychological and social components. The Tilburg Frailty Indicator (TFI) has the potential to detect psychological and social components of frailty.

We have a few comments about this study. Firstly, although the TFI has a 4-item psychological domain, it is very important to perform a detailed assessment regarding depression in these subjects. Cardiac disease and arthritis are among the most common predisposing factors underlying medical illness related depression.[@b2-cia-10-1409] We wonder if the authors excluded subjects with minor or major depression, because they mentioned a general exclusion criterion of psychiatric disorders. Later life depression is different from younger onset depression in terms of symptoms. Somatic complaints and fatigue are more commonly seen in these subjects. It is also important because it may even complicate accurate functional classification of HF. Depression may be found to be very common when subjects with HF are screened for it.[@b3-cia-10-1409] In clinical practice, symptoms of depression are generally overlooked. Although the physical and social items of the TFI were responded to by almost all of the participants, this is not the case for most of the items (19--21) of the psychological component, in which the response rate seems to be rather low. We wonder how the authors interpret the lower response rate for these items and the potential effects of the lower response rate.

Secondly, the authors did not find a significant correlation between New York Heart Association class and social components of TFI. Although social support would be especially important in subjects with New York Heart Association class IV HF, there are only two (1.82%) patients in this functional class in the study. Another point is that, we generally see patients with features of frailty after 70--75 years and the study population in the current study is relatively younger (enrollment \>60 years, mean age 66 years) and may result in a lower rate of frailty in this study. These might have influenced the results and may be considered as a limitation.

Finally, there are no results regarding regression analysis which the authors mentioned in the methods section.
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**Dear editor**

In response to the letter from Topcu et al, we would like to thank them first of all for their interest in our paper "Frailty syndrome and self-care ability in elderly patients with heart failure"[@b4-cia-10-1409] and their in-depth analysis.

The authors of the letter pointed to a very important issue -- depression in elderly patients with heart failure (HF). We appreciate the significance of the issue. This is due to the fact that HF frequently co-occurs with depression, which may develop at any stage of the illness, in response to diagnosis, aggravation or being informed of poor prognosis. There is evidence of common pathophysiological pathways for the two conditions, including neuro-hormonal stimulation, rhythm disorders, inflammation, and hypercoagulability.[@b5-cia-10-1409] Depression has a documented negative effect on the quality of life and prognosis in the HF population.[@b6-cia-10-1409] Regardless of whether it is a new episode, a chronic condition or remission, depression portends a more serious HF course and increased death risk.[@b6-cia-10-1409],[@b7-cia-10-1409] Despite the proven correlation between depression and poor prognosis, it has not been decisively concluded whether its treatment may have a positive influence on the course of HF. The unsatisfactory level of depression diagnosis and treatment in the HF population must be emphasized, which is mainly due to diagnostic difficulties resulting from the similar clinical presentation of both conditions.

Another issue, pointed out by Topcu et al regarding psychiatric disorders, constituting exclusion criteria in our study, were based on the patients' histories: schizophrenia, current suicide ideation, substance dependence, drinking problems, bipolar disorder, psychosis or receiving specialty mental health treatment.

In another study by Uchmanowicz et al,[@b8-cia-10-1409] we evaluated the correlation of the Tilburg Frailty Indicator (TFI) and its domains (mental and physical) -- with other research tools, including the Mini Mental State Examination, Activities of Daily Living, Instrumental Activities of Daily Living, and the Hospital Anxiety and Depression Scale, commonly used in comprehensive geriatric assessment. The results of the TFI were consistent with the results of the other scales (Activities of Daily Living, Instrumental Activities of Daily Living, Mini Mental State Examination, and Hospital Anxiety and Depression Scale), which means that the TFI may be used for preliminary assessment of depression symptoms in elderly patients.[@b8-cia-10-1409]

In our study on frailty and self-care, the mean psychological domain score was 2.13±1.07 points, which we believe is not very low.[@b4-cia-10-1409] In the studied group, frailty was found in 75% of the patients, and self-care capabilities were scored at 27.65±7.13. By means of comparison, in the FRAIL-HF study, using the European Heart Failure Self-Care Behaviour Scale questionnaire, frailty was found in 70.2% of the patients and self-care capabilities were scored at 29.35±5.5 points.[@b4-cia-10-1409],[@b9-cia-10-1409] The authors of the letter indicated that the level of frailty found in our study was low -- while we would consider it rather high. With regard to New York Heart Association (NYHA) classes, most patients (53%) were classified as having NYHA class II functional status, 35% were classified within NYHA class III, 11% were class I, and only 2% were class IV.[@b4-cia-10-1409] We agree with Topcu et al that the low percentage of patients within NYHA class IV might have influenced the results.

In our study, we included patients aged 60 and over, based on the World Health Organization definition, classifying 60+ individuals as elderly -- however, American classifications do, in fact, place the transition point between the mature and old ages at 65 years.[@b10-cia-10-1409] Gerontologists introduce further subdivisions in this period of life, based on changes in biological and clinical factors -- the advanced age between 60 and 74, the old age between 75 and 89, and longevity at 90 and over. We believe that with regard to a population of patients with cardiovascular conditions, this inclusion criterion is optimum.

In our opinion, frailty assessment, including depression assessment, in elderly patients is very important, as for those patients, early stages of HF may exhibit diverse clinical presentations. These include: depression, insomnia, palpitations, and coughing.[@b11-cia-10-1409] Therefore, a special approach to their treatment is required, with more attention paid to geriatric conditions, such as poor mobility, multiple disabilities, cognitive impairment, and frailty.
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